HIV rapid testing may enhance the effectiveness of a mobile HIV/sexually transmitted disease (STD) screening clinic in at-risk populations who normally do not seek care. Our goal was to determine the usability and post-test counseling rates of rapid HIV testing services for clients tested on a mobile clinic. HIV Oraquick rapid HIV-1 testing (OraSure Technologies, Inc., Bethlehem, PA) (blood) was offered to clients seeking HIV/STI counseling and testing services from the street at predetermined locations in areas of high STD morbidity, drug use, and commercial sex work. Rapid test results were available on the same day at the van within 10 minutes. Disease intervention specialists (DIS) attempted to locate and counsel positive clients who did not stay for results. By comparison, when offered at the same time, 64.5% of clients preferred Oraquick to traditional serologic testing. The post-test counseling rate for clients tested for Oraquick was 89% for infected and 93% for uninfected. By comparison, 11% of infected clients and 40% of uninfected clients tested for traditional test were post-test counseled. Clients who tested for the traditional enzyme immunoassay (EIA) test were told to return to the van in 14 days for results and post-test counseling. In the adjusted model, we also found statistically significant differences comparing clients who choose Oraquick to traditional serologic tests. These data suggest that rapid HIV testing services may enhance the effectiveness of mobile STD/HIV clinics. 253 
INTRODUCTION T
HE UJIMA PROJECT is a STD/HIV mobile screening clinic aimed at identifying HIV and STI-infected individuals and link them in care and prevention. It is operated by the Baltimore City Health Department (BCHD), Johns Hopkins University, and the Maryland AIDS Administration, Maryland Department of Health and Mental Hygiene (DHMH) as part of the Centers for Disease Control and Prevention (CDC) sponsored Prevention for HIV Infected Persons Project (PHIPP). Staffed with a nurse practitioner, phlebotomist, community health educators, and outreach workers, the mobile van is stationed at predetermined loca-tions in areas of high STD morbidity, drug use, and commercial sex work. The van operates during normal business hours during the week and occasionally in the evening or weekend at health fairs.
In Baltimore City, the majority of exposures to HIV were via injection drug use, heterosexual sex, and men who have sex with men. Among the HIV-infected population in Baltimore, the majority is African American (89.8%) and male (59.8%). There are also many infected individuals who do not know their serostatus and are not linked in any prevention or medical services. Health departments are tasked with identifying individuals at high risk for transmitting HIV (e.g., injection drug use and commercial sex work), enrolling them in medical care, and providing services designed to reduce their HIV-related risk behaviors.
Identification of HIV-infected individuals and post-test counseling (PTC) are pivotal steps in preventing and reducing HIV transmission, particularly in outreach settings. However, barriers exist in counseling and testing and referral (CTR) programs designed for individuals who do not seek care. In our previous study, we found that many of the HIVinfected individuals who received traditional serologic testing on our mobile HIV/STI screening clinic were not receiving post-test counseled. 1 Recent studies show that rapid testing may enhance the effectiveness of nonstandard testing programs. [2] [3] [4] [5] [6] Rapid tests are less invasive and results are available in less than 20 minutes.
The Food and Drug Administration (FDA) recently approved a third rapid HIV test: Oraquick Rapid HIV-1 antibody test (OraSure Technologies, Inc., Bethlehem, PA). 7, 8 Using blood obtained from finger stick, Oraquick has a sensitivity of 99.6% (98.5%-99.9%) and a specificity of 100% (99.7-100%). The other two approved tests include Reveal Rapid HIV-1 antibody test (blood) (MedMira Laboratories, Halifax, Nova Scotia) and Single Use Diagnostic System (SUDS) HIV-1 rapid test (blood), the latter of which has recently been taken off the market. Based on clinical studies, rapid tests are comparable in results and are more cost efficient than traditional EIA HIV tests. Faster results from rapid tests can increase the number of individuals who get tested but would otherwise not return for results and know of their serostatus. Failure to return prevents CTR programs from administering post-test counseling, which is designed to explain test results, promote safe sex and condom use practices, and provide a referral to a health clinic if infected.
We introduced Oraquick rapid HIV testing services on the UJIMA mobile clinic. The objectives of this paper are (1) to determine the usability of rapid HIV testing services, (2) examine the differences in risk factors between those who chose rapid and traditional tests, and (3) to determine and compare post-test counseling rates for HIV-infected and uninfected individuals tested for rapid and traditional tests on our STD/HIV mobile screening.
MATERIALS AND METHODS
The UJIMA demonstration project and these analyses were exempt from human subjects considerations by the BCHD and DHMH institutional review boards. Study participants were recruited from the street by outreach workers or walked into the mobile clinic on their own.
HIV Testing
Demographic characteristics, clinical history, and personal risk behaviors were collected from clients seeking HIV/STI services at the time of testing by trained health educators. 
Post-test counseling
Clients who were tested with a traditional test were told to return to the van at least 14 days later for their test results. Oraquick results were ready within 10 minutes. Clients with a reactive Oraquick test result were post-test counseled as preliminary positive and referred to the STD clinic for confirmatory testing. A disease intervention specialist (DIS) attempted to notify and provide post-test counseling (PTC) services to all HIV-infected clients as soon as test results were available (approximately 7-10 days later). Using collected personal information obtained at the van or from the local health clinic, the DIS tried to contact and locate infected clients for 28 days after the date of the test result. Days to PTC was defined as the time in days between the test date and the subsequent visit to the van/health clinic or the time between the test date and the date notified by DIS.
Analysis
Data was analyzed using Stata 7.0 (Stata Corp., College Station, TX). We compared characteristics of clients tested for HIV using simple logistic regression, computing unadjusted odds ratio and 95% confidence intervals.
RESULTS
During the study period, a total of 461 firsttime clients were seen and of those, 439 (95%) accepted confidential HIV testing services. Of those tested for HIV, the client age ranged from 13 to 70 with an average age of 36.0 years old. The majority were African American (82.9%) and male (61.7%). A total of 18 HIV-positive individuals were identified and the overall HIV infection rate was 4.1%. Table 1 model, we found statistically significant differences between those who choose Oraquick to traditional test. Clients who are African American were more likely to choose Oraquick to a traditional test; those who had been in drug treatment in the past three months were less likely ( Table 2) . Of the 429 HIV-uninfected clients, 314 (73%) received PTC and 9 of the 18 (50%) HIV-positive clients received PTC. Table 3 lists PTC by test for uninfected and infected clients. Of the 284 clients tested for Oraquick, 8 of 9 positive clients (89%) and 255 of 275 (93%) negative clients were post-test counseled at the same visit to the mobile clinic.
By comparison, 11% of infected and 40% of uninfected clients receiving a traditional test were post-test counseled. The one infected client who received PTC returned to the mobile clinic for results. Among the uninfected, 59 of 147 (40%) were post-test counseled for their results.
DISCUSSION
Our analysis suggests that rapid testing is highly feasible and effective for nonstandard programs such as mobile health clinics. By comparison, when offered at the same time, 64.5% of clients preferred Oraquick to a traditional test. Clients who are African American were more likely to choose Oraquick over a traditional test, while those who had been in drug treatment in the past 3 months were less likely to do so. Although clients were not surveyed to determine the reason for their test choice, Oraquick was likely more appealing to clients with less social stability, including those who are unwilling to return to the van 2 weeks later for test results.
Among clients tested using Oraquick, 89% of clients with reactive test results were post-test counseled during the same visit, while 93% of uninfected clients were counseled and notified of their result (90% at same visit). These rates are substantially higher than those for traditional testing. The Centers of Disease Control (CDC) reported national PTC rates in 1998 for HIV CTS publicly funded sites of 52% overall and 62.5% for HIV-infected individuals (9) . In a previous study, we reported post-test counseling rates of 43% of HIV-uninfected and 66% of HIV-infected clients on our mobile STD/HIV screening clinic offering traditional testing, in spite of DIS efforts to notify and refer HIV-infected individuals tested on our mobile STD/HIV screening clinic.
These data support the use of rapid HIV testing in nontraditional outreach programs such as mobile HIV/STD clinics. The advantages observed with rapid testing such as fast and reliable results and easy storage contribute to the higher preference and post-test counseling rates observed among clients tested on the mobile HIV/STD clinic. However, rapid tests are not without their limitations including their impact on clinic flow and need for confirmation. 
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